The medical community's efforts to address intimate partner violence (IPV) have often neglected members of the lesbian, gay, bisexual, and transgender (LGBT) population. Heterosexual women are primarily targeted for IPV screening and intervention despite the similar prevalence of IPV in LGBT individuals and its detrimental health effects. Here, we highlight the burden of IPV in LGBT relationships, discuss how LGBT and heterosexual IPV differ, and outline steps clinicians can take to address IPV in their LGBT patients.
T he medical community has responded to the public health problem of intimate partner violence (IPV) 1 with a range of efforts, from screening reminders in the electronic medical records of female patients to hospital-based IPV programs. While such efforts are necessary and important, they are notable for whom they exclude. Indeed, male victims of IPV have received little attention in the health care field 2 . Beyond men as a whole, however, the medical community's efforts have largely neglected members of the lesbian, gay, bisexual, and transgender (LGBT) population, compounding the health disparities already faced by these groups 3 . This commentary seeks to highlight the prevalence and characteristics of IPV within LGBT relationships and share perspectives on how clinicians can respond to this important and often hidden problem.
Although the LGBT population is heterogeneous, encompassing a wide range of behaviors and identities, many groups within this population experience IPV at least as frequently as heterosexual women, the focus of most organized screening and intervention efforts. The National Violence Against Women (NVAW) survey found that 21.5% of men and 35.4% of women reporting a history of cohabitation with a same-sex partner had experienced physical abuse in their lifetimes; the corresponding rates for men and women with a history of only opposite-sex cohabitation were 7.1% and 20.4%, respectively 4 . Although this study did not directly assess sexual orientation, other research explicitly doing so has uncovered similarly high rates of IPV. One survey of 3,000 gay men found 5-year rates of physical and sexual abuse of 22.0% and 5.1%, respectively 5 .
While cross-study comparisons are problematic, these 5-year rates are similar to the lifetime rates of 20.4% for physical assault and 4.4% for sexual assault for opposite-sex cohabitating women in the NVAW survey 4 . Other groups, particularly transgender individuals-those whose gender identity is not concordant with their birth sex or who defy conventional gender classification 6 -may suffer from an even greater burden of IPV. Transgender respondents reported lifetime physical abuse rates by a partner of 34.6%, versus 14.0% for gay or lesbian individuals, in a survey of 1,600 people in Massachusetts 7 . The finding of high rates of IPV among transgender individuals, as well as men and women in samesex relationships, defies the conventional notion that such violence solely afflicts heterosexual women. Many aspects of domestic violence in LGBT groups, such as the role of power dynamics, the cyclical nature of abuse, and the escalation of abuse over time, are similar between LGBT and heterosexual relationships 8, 9 . However, there are some aspects of IPV that are unique to the LGBT experience. In particular, outing may constitute both a tool of abuse and a barrier to seeking help.
LGBT individuals often hide outward expression of their sexual orientation or gender identity for fear of stigma and discrimination; abusive partners may exploit this fear through the threat of forced outing 9 . Even if batterers do not employ outing as an abuse tactic, victims' reluctance to out themselves may hinder them from turning to family, friends, or the police for support, further isolating them in abusive relationships 9 . Although not entirely unique to the LGBT experience, another salient aspect of domestic abuse in the LGBT community is the background of stigma and discrimination upon which it occurs. Many LGBT individuals have experienced prior psychological or physical trauma, whether in the form of rejection by their families of origin, hate speech or hate crimes in their communities, or bullying at school [10] [11] [12] ; these experiences are particularly common among transgender individuals 11, 13, 14 . The recent suicides of four teenagers, all of whom were reportedly bullied because of their sexual orientation, serve as a chilling reminder of the impact such trauma can have 15 . Prior experiences of violence and discrimination, coupled with the failure of the community to adequately respond, may make LGBT victims less likely to seek help when they experience IPV.
When LGBT individuals do attempt to access IPV services, however, their options are often severely limited.
LGBT shelter services are rare to non-existent in many regions 16 . Men may not be admitted to shelters regardless of their status as victims, and transgender women-individuals born male but identifying as female-may not gain access to women's shelters 16, 17 . Curt Rogers, founder and director of an IPV program for gay men in Massachusetts, adds that "although attitudes are slowly shifting, the overwhelming majority of domestic violence programs view domestic violence as a maleperpetrated, heterosexual experience. As such, when services are provided to LGBT victims, the lack of cultural competency and informed support can re-traumatize the victim, leading the individual to return to their partner or stop seeking support." Perhaps because of the multiple barriers that confront LGBT abuse victims and the invisibility of the problem in the context of IPV services, the role of the victim's health care provider as caretaker and advocate is all the more critical. Clinicians can take multiple steps, from the examination room to the classroom, to help address this problem (Table 1) .
First, as with any patient affected by IPV, the initial step is to recognize the problem, offer empathic support, and help ensure safety. Although the universal screening of asymptomatic individuals, including women, is controversial, providers must be alert to the possibility of IPV as a cause of distress and illness among their LGBT patients. There are few data on particular clinical features that herald IPV in LGBT individuals, but a lower threshold for screening transgender patients may be warranted, as they appear to experience higher rates of violence than other members of the LGBT community. Assessing for abuse in LGBT patients is rendered problematic, however, by the rarity with which providers inquire-and patients reveal-sexual orientation and gender identity 18, 19 . Disclosing IPV in an LGBT relationship entails discussing one's identity, which some patients may find difficult without prior assurance of providers' non-judgmental attitudes. Thus, first inquiring about sexual orientation and gender identity in a sensitive and open manner, rather than simply screening for IPV without such a discussion beforehand, may be critical to increasing the identification of abuse among LGBT patients. Clinicians can signal their willingness to discuss non-heterosexual relationships by using inclusive language both in the examination room and on intake forms and signs in the waiting area; such language has been associated with increased disclosure of sexual orientation 18 .
For instance, instead of asking patients about their wives or husbands, providers should inquire about spouses or partners. During the sexual history, the question "Do you have sex with men, women, or both men and women?" likewise indicates a non-judgmental attitude 20 . In some cases, such behaviorally based questions may be preferable to those focused on a patient's identity as gay, lesbian, bisexual, or transgender. This may be particularly important for adolescent patients still exploring their sexuality as well as for non-white men who have sex with men, who are much less likely than their white counterparts to self-identify as gay 19, 21, 22 . More important than the specific terminology used, however, is that providers convey an attitude of empathy, curiosity, and respect 23 . In addition to facilitating discussions of IPV, candidly discussing sexual behavior and gender identity allows providers to address other health issues pertinent to LGBT patients.
Second, by asking LGBT individuals about IPV and identifying it as such when it occurs, providers can fulfill an important educational role for their LGBT patients. Abuse in the LGBT population has not only been invisible in the health care field; the subject has historically been unacknowledged in the LGBT community, too, perhaps because of fear of increasing the stigma of LGBT relationships 8, 9 . Such silence has contributed to a dearth of information about IPV among victims, with detrimental effects. Half of battered gay men in one study cited a lack of knowledge about domestic violence as a major reason for remaining in abusive relationships 24 . By correcting the myth that battering does not occur in LGBT partnerships, providers may help empower affected patients to seek safety and assistance.
Third, providers must be informed about, and be prepared to address, the health risks associated with IPV in LGBT patients. Gay and bisexual men who experience domestic violence are more likely to abuse alcohol and other substances and engage in unsafe sexual behaviors, such as unprotected anal intercourse 25 . A disclosure of abuse from men in samesex relationships may thus necessitate a sensitive evaluation for substance abuse, HIV, and other sexually transmitted infections. In addition, as for all victims of IPV, clinicians must assess for injuries due to abuse, documenting their findings in the medical record as clearly and objectively as ; however, none specifically mention gay, bisexual, or transgender individuals. In addition to revising clinical resources and guidelines to be more inclusive, those involved in medical education on domestic violence should ensure that their curricula acknowledge this important problem. We have found testimony by a trained survivor of same-sex IPV to be a powerful educational and advocacy tool, and incorporating such a presentation into a domestic violence curriculum may provide an eye-opening experience for medical trainees. Finally, for those involved in research on IPV, explicit inclusion of LGBT individuals in studies on abuse can help rectify the critical need for more research on this topic.
The 2000 United States census identified nearly 600,000 households headed by same-sex couples, spread across 99 percent of the nation's counties 29 . These data underestimate the size of the LGBT population, as they were voluntarily collected and did not include single gay or lesbian and transgender individuals; nevertheless, they demonstrate that the LGBT population is widespread. Since IPV is at least as common in LGBT groups as in the general population, any medical provider may be called upon to address IPV in LGBT patients, regardless of where he or she practices. Office practices, clinical resources, practice guidelines, medical curricula, and research agendas should be amended to reflect this. Highlighting IPV in the LGBT community is not intended to distract from the pressing public health problem of violence against heterosexual women. Rather, by focusing on violence in
LGBT groups in addition to that experienced by heterosexual individuals, clinicians can promote equity in health care and help ensure that all their patients lead safe and healthy lives.
